A 15-year-old West Indian boy had a left keratoconjunctivitis (KC) initially thought to be aliergic in origin. He Two weeks later he returned with a 3 day history of photophobia and swelling of both cheeks. The right VA was unchanged but the left was reduced to 6/9. There was a left central superficial corneal stromal infiltrate. He had raised, hyperaemic limbal lesions in both eyes.
There was a vesicular rash around the nostrils with bilateral preauricular lymph node enlargement. Specimens from the conjunctiva and skin vesicles were obtained for serology and virus isolation. Treatment with topical acyclovir to the skin and the eyes was started.
One week later the left eye was painful and the VA reduced to 6/18. The skin rash had spread to involve the chin and the forehead. There was bilateral marked papillary conjunctivitis. The left cornea had a 1 mm diameter epithelial defect with an underlying infiltrate associated with an anterior uveitis. The preauricular, submental, and submandibular lymph nodes were enlarged. Mydriatics were added to the antiviral treatment.
Three days later the left eye became more comfortable. The epithelial defect had healed but the stromal infiltrate was deeper and denser. The left VA was 6/60. The right VA had also deteriorated to 6/18 and there were multiple corneal erosions with underlying stromal infiltration (Fig 1) . There Chest x ray revealed paratracheal and hilar lymphadenopathy with some consolidation in the anterior segment of the right upper lobe.
The IgE was 458 kilounits/l (normal, 20 kilounits/l), monospot (glandularfever test) was negative, ESR 37 mm/l perh and there was a 7% eosinophilia: I 07x 109/l (normal, 0 04-0 4).
The differential diagnosis of the skin lesions (Fig 2) 
